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Although the International Medical Congress in 
1913 agreed upon the name “undulant fever,” this 
term is not advisable in the United States because 
the type of fever is not pathognomonic for the 
infection. It is quite evident that the disease takes a 
different form from the infections commonly seen 
in the South European countries. The reason for 
this difference in the clinical course of the disease 
seems to be in the origin of the infection. In the 
Mediterranean regions the disease is mainly con- 
tracted from the ingestion of goat’s milk and of 
goat milk products. In this country the disease 
appears to be more frequently contracted from 
cattle and swine. 

The disease has probably been endemic about the 
Mediterranean for centuries, but the first cases 
recognized in this country were found in soldiers 
returning from the Philippine Islands at the close 
of the Spanish-American War. The first case defi- 
nitely known to have originated in this country, was 
reported by Craig in 1905. However, it is quite 
probable that, prior to this date, the disease was 
already well established in Texas, where importa- 
tions of goats had been made. 


In the past few years, the disease has been 
reported from every continent, and from a majority 
of the countries of the world. In the United States 
prior to 1925, only about 128 cases of undulant 
fever were reported, and they were regarded as 
clinical curiosities. During the years 1927 to 1930, 
the recorded cases numbered 217, 649, 1,301, and 
1,385 respectively. During 1929, Brucelliasis was 
encountered in every state in the Union. During 
1931, 1932 and 1933, 4,336 cases of undulant fever 
were officially reported, and the disease is report- 
able in 40 states. It is recorded that 9,965 cases 
have been reported up to January Ist, 1935. The 
disease is rapidly increasing. This disease is con- 
sidered one of the most serious facing public health 
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officials today, because of its widespread occurrence 
in three important domestic animals. The organ- 
isms may be present and multiply in the blood, 
genito-urinary tracts, and milk ducts of goats, 
swine and cattle. It has been asserted that, in some 
instances, dogs, cats, rabbits, guinea-pigs, rats, 
mice, chickens, and ducks have revealed natural 
infections. It would be expected that the wide- 
spread presence of the disease in domestic animals 
would result in a much higher rate of infection in 
man. However, it has been quite definitely shown 
that human susceptibility to the bovine Brucella 
is low. 

There are, apparently, three types of causative 
organisms, and the disease may be contracted from 
goats, swine, or cattle. Bacteriologically, the bovine 
type of Brucella is more difficult to isolate than are 
the Brucella of caprine or porcine type. In all vari- 
eties the growth is slow, and, previously, probably 
many cultures were discarded before sufficient 
growth had taken place to allow a diagnosis. No 
easy, certain way of differentiating these organ- 
isms has been devised, and the identification is 
laborious. Brucella is somewhat resistant outside 
the body, withstanding desiccation from sixty to 
eighty days. It lives in tap or sea water for about 
a month, and has been found to survive in a dry 
condition for a period of two to three months. It is 
readily killed by sunlight. In alkaline urine, the 
organisms have been found alive after six days; 
in acid urine, for as long as sixteen days. Brucella 
may remain viable in moist manure for seventy-five 
days, and it has been known to survive for one 
hundred forty-two days in butter stored at 8° C. 
In cream, it survives for about ten days. It has not 
been found to multiply in nature outside the body. 
It has not been found in dust or air from infected 
rooms. Pasteurization of infected milk renders the 
milk safe for human consumption. 

Barnet was unable to infect man or monkeys by 
subcutaneous inoculation with Brucella abortus 
(bovine), although controls were readily infected 
with Brucella melitensis (goat). In this connection 
it is of interest to note that, in the human infections 
in Iowa, Hardy examined from many angles the 
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clinical records of the patients from whom Brucella 
had been isolated, in an endeavor to determine the 
relative virulence of the abortus and suis varieties 
for man. Those patients from whom an organism 
was isolated were divided according to the severity 
and duration of their symptoms into four cate- 
gories: (1) fatal; (2) severe or moderately severe ; 
(3) mild; and (4) ambulatory. From each of the 
three fatal cases a suis variety was isolated; from 
one of them, an abortus as well. From twenty-eight 
in the second category, twenty-three suis and five 
abortus cultures were obtained. The mild cases 
yielded four suis and three abortus ; and the ambu- 
latory, three suis and five abortus strains. Thus 
eight of the fourteen abortus strains were derived 
from mild and ambulatory infections, while 23 of 
26 suis strains were from severe or fatal cases. 
However, in an Ohio investigation, the four strains 
of Brucella recovered, one from human blood and 
three from cow’s milk, were found to be of the 
bovine variety. Many epidemiologists believe that 
the bovine variety of Brucella is the primitive type, 
and that the suis and melitensis and paramelitensis 
varieties have been derived by modification from 
passage through swine and goats, thus increasing 
their virulence. 

A study of large groups of cases of Brucelliasis 
would indicate that the drinking of milk from 
infected herds is a relatively minor source of infec- 
tion. Apparently the disease is much more fre- 
quently acquired by contamination of the abraded 
skin with blood or excreta from infected animals. 
At the time of abortion, the organisms occur in 
large numbers in the uterine discharges and udder 
ducts. Cows may act as carriers for years. Bulls 
may also carry the infection, particularly in the 
seminal vesicles. Cows seldom show the Brucella 
in the blood and urine. In the goat, the opposite is 
true; that is, the organisms are found in large 
quantities in the urine and milk of goats, and at 
times in the blood. Infected sheep are known to 
excrete the organisms in the urine. The genital 
secretions of infected hogs are rich in organisms. 
Thus there are many sources for easy infection 
among persons handling domestic animals. The 
infected human may be a source of infection to 
others. The urine appears to be the chief path of 
exit for the Brucella in man. The organisms ex- 
creted may vary froma few to many, and they may 
be recovered in some cases, even 2 years after the 
patient is convalescing. The organisms have been 
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demonstrated in the feces, but the rapid growth of 
other organisms present makes its isolation difficult. 
Organisms have been isolated from the gall bladder 
and from human milk; thus the possibility of 
human carriers for this disease is considered likely. 
The danger of nursing cases, particularly when 
abrasions are present on the hands, must be recog- 
nized. It has been pointed out that while undulant 
fever is not generally transmitted directly from the 
sick to the well, in some fever hospitals, the nurses 
and attendants are 10 times more liable to contract 
the disease, than people not so employed. 

The portal of entry may be the alimentary tract 
or any mucus membrane, as it has been demon- 
strated that Brucella can penetrate normal mucus 
membranes of the naso-pharynx, eye, and genito- 
urinary tracts in man. Skin abrasions are a common 
means of entry. Although mosquitoes have been 
shown to harbour the organism, there has been no 
evidence that insect bites may infect humans. The 
intact skin is believed to be possibly penetrable by 
Brucella. 

The disease is rarely found in children under 
12 years of age, the majority of cases being in 
young and middle-aged men. Occupation plays a 
definite role in etiology, because of the opportuni- 
ties it provides for infection. Generally, the inci- 
dence of the disease is greater in smaller communi- 
ties, probably because of greater opportunity for 
contact with infected animals, and the more general 
use of raw milk. In this country, the summer 
months seem to show a higher incidence of the 
disease. 

There is nothing pathognomonic of the gross 
morbid anatomy of undulant fever. Probably all 
cases have a septicemia of some duration. 


Apparently the incubation period for Brucelliasis 
is from five to twenty-one days—the average being 
two weeks. In those cases where the portal of entry 
has been known to be an abrasion of the skin or 
mucus membrane, the period is shorter than when 
the organisms have been ingested. The onset is 
usually insidious, and the prodromal symptoms, 
the febrile reaction, and the duration of the fever 
vary greatly—depending upon the virulence of the 
infecting organisms. Occasionally, the disease is 
initiated with a chill and a rapid rise in tempera- 
ture. Ordinarily, however, the patient becomes 
gradually aware of an afternoon or evening rise in 
temperature, associated with chills, nocturnal per- 
spiration, and marked weakness. In the chronic, 
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nearly afebrile cases, this marked weakness and 
nocturnal sweating are the most characteristic 
symptoms. The patient usually feels quite well in 
the morning, particularly in the early stages of the 
infection. As the daily rise in temperature develops 
—usually in the afternoon or early evening—the 
symptoms return. The temperatures occasionally 
reach peaks as high as 106° F.—but the average 
maximum fever is 103° F. There is often a marked 
disparity between the subjective sense of feverish- 
ness, and the extent of fever as registered by the 
thermometer. In many instances the patient does 
not complain of fever and does not present a febrile 
appearance. As the fever abates, chills and sweating 
occur. True rigors occur in about two-thirds of the 
cases. Recurring relapses of fever are certainly not 
the rule in the cases described in the United States. 
There are some cases that are nearly afebrile, and 
these are apt to be very chronic, lasting several 
months. In these cases, the use of vaccine intra- 
muscularly as a diagnostic procedure is most help- 
ful. In the afebrile cases, joint and muscle pain, and 
marked weakness, are the outstanding symptoms. 
These cases are most often confused with rheu- 
matic conditions. 

Constipation is a fairly constant symptom, and 
its degree seems to parallel the severity of the 
infection. Diarrhea is of rare occurrence. Loss of 
weight is an almost constant feature of the disease. 
Aside from such signs as fever, weakness, and loss 
of weight, there is often a remarkable absence of 
positive physical findings. The spleen is palpable in 
only one-third of the cases, and joint and muscle 
tenderness is present in about one-third of the cases. 
Abdominal pain is a prominent complaint, early in 
the disease—in about ten per cent of the cases. This 
has led to unwise surgical intervention in some 
cases. There is some evidence that Brucella infec- 
tion may be a factor in certain cases of abortion 
in women. 

Blood studies usually show a secondary anemia, 
the degree depending upon the severity of the ill- 
ness. The majority of the cases exhibit leucopenia, 
with the white cell count below 6,000. A relative 
lymphocytosis usually occurs, and many of the 
lymphocytes are young forms, a fact which is of 
some help in differential diagnosis. 

If Brucella infection is given consideration in the 
differential diagnosis of all cases of febrile illness, 
particularly in those that tend to show chronicity, 
the disease will be recognized with much greater 
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frequency. In such case it should be the custom to 
collect four or five c.c. of the patient’s blood for the 
agglutination tests. The blood is taken exactly as it 
is for the Wasserman test. The rapid macroscopic 
agglutination method of Huddleston is a simple 
and reliable procedure. The agglutinins are usually 
present in sufficiently high titer to give a positive 
reaction by the second week of the disease. There is 
convincing evidence that about five per cent of indi- 
viduals with Brucella infection do not develop anti- 
abortus serum agglutinins. 

In doubtful cases showing a negative agglutina- 
tion test, an intradermal test should be tried. This 
test is done by injecting intradermally one-tenth of 
one c.c. of commercial bacterial vaccine. A positive 
reaction is characterized by the appearance, at the 
site of injection within forty-eight hours, of a 
raised red indurated area about 1 c.m. in diameter. 
Occasionally a small sterile pustule will develop in 
the center of the indurated area. Another test of the 
diagnostic value is the reaction to the injection, 
intramuscularly, of a small amount of commercial 
vaccine. In doing this test, about one-half a c.c. of 
vaccine is injected intramuscularly. The non- 
infected individual will show practically no general 
or local reaction, while the infected patient will 
usually show a rise in temperature of two degrees F. 
and local swelling and soreness. There is apparently 
no danger of undesirable reactions from this test. 
If the test is to be made on a febrile case, the injec- 
tion should be given during one of the afebrile 
periods. Since a bacteremia is present in this dis- 
ease, an attempt to recover the organisms by blood 
cultures should be made, whenever possible. 

The disease in this country has shown a low mor- 
tality, death occurring in only about one per cent. of 
cases reported. The importance of the disease is not 
to be judged by the death rate, but rather by the 
prolonged invalidism. The most important consid- 
eration in the control of Brucella infection is 
prophylaxis. 

Treatment in Brucella infection should be essen- 
tially directed at relief of the prominent symptoms. 
A high calory diet is important, and the constipa- 
tion can usually be controlled by the use of fruits 
and the milder laxatives. Heat has been found to be 
most efficacious in relieving the joint and muscle 
pains. Heat is also useful in relieving the abdominal 
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pain, when it occurs. Many materials, such as neo- 
arsphenamine and mercurachrome intravenously, 
have been advocated—but there is no real evidence 
that any of them have true therapeutic value. Many 
observers have reported favorable results with 
specific vaccine therapy, and there are case reports 
in sufficient numbers to indicate that its use is 
justified. Apparently, vaccine therapy shortens the 
course of the disease and tends to prevent recur- 
rence. Brucella infection is often characterized by 
natural remissions, and the value of any therapeutic 
measure must be interpreted with caution. 


Discussion 


Dr. WELLMAN: Dr. Dustin’s paper has left little of clin- 
ical importance for me to add. One point of interest is the 
length of time required for classification of the organism. 
In 1887, David Bruce demonstrated the organism causing 
malta fever, which he named “micrococcus melitensis.” 
In 1897 Bang discovered the causative organism of con- 
tagious abortion of cattle, which he called “bacillus abor- 
tus.” It was not until 1918 that Alice Evans discovered 
that the two organisms are indistinguishable morphclogi- 
cally, culturally and by ordinary agglutination tests. This 
meant reclassification of the abortus melitensis with the 
generic name “brucella” given to the group. Undulant fever 
presents difficulties in differential diagnosis due to its sim- 
ilarity to typhoid, malaria, tuberculosis and influenza. It 
is less often confused with acute rheumatic fever, subacute 
bacterial endocarditis, bronchitis, pyelitis, appendicitis, 
cholecystitis or tularemia. Agglutination tests vary. For 
practical purposes, diagnostic significance is usually attrib- 
uted to agglutinations in dilutions of 1 in 80 or above. 
Occasional cross-agglutinations of brucella and bacterium 
tularense should be borne in mind. It has been suggested 
that all serums from suspected cases of undulant fever and 
tularemia should be tested for both antitularense and anti- 
abortus agglutinins. If the titres are the same, agglutinin 
absorption tests will distinguish them. Regarding therapy, 
Drs. C. E. Irwin, H. P. Hunt, and J. S. Niles, Jr., have 
reported successful results in twelve cases treated by intra- 
venous administration of mixed typhoid vaccine. Each ce. 
contained 1000 million typhoid bacilli and 50 million each 
of paratyphoid A and B. The initial dose of 50 million 
killed organisms was repeated every five days until four to 
six treatments had been given, the dose being increased 25 
to 50 million each time. They believe the injection stimu- 
lates a general non-specific immunogenic reaction. 

Dr. Bates reported that all certified milk sold in this 
area is free from brucella infection. 

Dr. CHAFEE emphasized the prevalence of the disease in 
this locality. It should not be forgotten in the presence of 
any low grade fever. 

Dr. Dustin: The disease is much more important than 
we realize. It is often not diagnosed. It is a long drawn out 
disease with an average duration of three months when 
untreated. 
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A REVIEW OF SICKNESS INSURANCE 
IN FOREIGN COUNTRIES 
HERMAN C. Pitts, M.D., F.A.C.S. 


68 Brown StrEEtT, PROVIDENCE, R. I. 


Even the youngest of us present here tonight has 
lived to see a greater advance along the line of so- 
cialization of Government in this country than 
occurred in all of the earlier part of its existence. 
Some of us may approve of the Social Security Act, 
the Old Age Pensions, and the hundred and one 
other acts that have allowed Government to inter- 
fere seriously in the private lives of each and every 
one of us—some of us undoubtedly do not approve. 
But whether we approve or no, the Government has 
interfered, is interfering, and apparently will con- 
tinue to interfere more and more. It stands to reason 
that this ever expanding circle of socialization will 
sooner or later engulf the medica! profession and 
all its works. And this will happen whether the 
medical profession likes it or not. 

For the medical profession plays too important a 
part in the life of the whole nation—there is too 
large a sum involved the country over, and too many 
people feel the pinch of bills contracted during ill- 
nesses that certainly the Doctor did not create— 
although he has been accused of doing so. Granted 
that from the point of view of the majority of the 
profession our present system works satisfactorily 
enough. How does that help? Was the business man 
consulted when N.R.A. was sprung on an unsus- 
pecting world? And what if it was declared uncon- 
stitutional—something else of the same nature will 
be tried in the not distant future. Then the silly 
tampering with the fundamental laws of supply and 
demand in the killing of hogs and cattle and the 
paying of the farmer not to plant corn and cotton. 
All these of course are part and parcel of the gradual 
assumption of control of Government in every sort 
of human activity. With so many examples of the 
trend of the times glaring at us from every side, 
doesn’t it behoove us to come out of our ostrich-like 
attitude—-face the facts, and be prepared in a meas- 
ure to direct the course of events? To do this prop- 
erly we must know how other nations are attempt- 
ing to solve the same problem, weigh their different 
methods, and then when the time arrives have 
something constructive to offer that we can direct. 

It may be news to you—it certainly was to me— 
to learn that every single one of the presumably 
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unenlightened, backward European nations has 
some sort of sickness insurance. Many of the 
schemes date back a good many years. Germany’s 
first attempt, for instance, began in 1883. And 
interestingly enough, the scheme was put forward 
by Bismarck to still the clamor of the Socialists and 
forestall their demand for something more radical. 
Austria and Hungary fell into line in 1888 and 
1891, and since then each and every European 
nation has adopted some form of sickness insur- 
ance. As time has gone on, the scope of the laws 
has widened, but practically all have the same pro- 
vision of compulsory insurance against sickness 
among all wage earners, whose wages fall below a 
certain amount. 

In reviewing this subject, I have chosen two 
countries as representative, Great Britain and Den- 
mark and will try to give the salient points of the 
working of the law in each. Before Great Britain 
tackled the insurance problem, sickness benefit was 
in the hands of the usual benefit societies just as it 
has been here and probably worked no better there 
than here. In 1911 Parliament passed the National 
Insurance Act, which became effective in 1912. 
This act provided for the compulsory insurance of 
all workers 160 years of age or older who earned 
160 pounds or less a year. A Ministry of Health 
was created which acts as a final arbiter in all dis- 
putes. Since the act was passed, many changes have 
been made, one of most importance being to include 
in the scheme those workers earning up to 250 
pounds a year. 

The Act provides that the insured male contrib- 
utes the equivalent of 9 cents a week; a female, 
8 cents; the employer 9 cents for each; and the 
Government one-seventh of the cost of cash bene- 
fits and local administration for the male, one-fifth 
for the female, and the entire cost of central admin- 
istration. Medical attention is in the hands of medi- 
cal men in each community who are registered prac- 
titioners and express a desire to serve. Their names 
are put on a panel in that community and the prac- 
tice is spoken of as “panel practice.” 

When a doctor places his name on the “panel,” 
he is, naturally, sooner or later consulted by a vary- 
ing number of insured persons, depending very 
often on his popularity. These persons are placed 
on his list and the names as they accumulate are 
sent in to a committee. He is allowed to have as 
many as 2500 names on his list. His yearly stipend 
is based on the number of names on the list. His 
per capita income as based on this list is small— 
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only 9 shillings or about $2.25 per person, but since 
it has been shown that the average yearly attend- 
ance per person is only 2.3 office calls and 1.2 home 
visits, the average amount received per visit com- 
pares very favorably with the amount received per 
visit by doctors not on the panel, practicing in the 
same community. The total income is quite sizable 
and, furthermore, that income is certain; there are 
no dead heads and consequently no bad accounts 
accumulating year after year. A panel doctor can 
refuse to accept anyone as a patient except in an 
emergency and a patient can change doctors at will, 
so the principle of free choice and the proper rela- 
tion of doctor and patient are retained. 

The Act when first passed produced a storm of 
protest and rightly so, for the medical men were 
not consulted as to its provisions and they had little 
say in its administration in its medical aspects. 
Gradually, by threats and persuasion, the profes- 
sion has taken on more and more medical control 
and the Ministry of Health is much more willing to 
listen to suggestions than formerly. I was told in 
England this past summer that a scheme for the 
proper payment of hospitalization is being consid- 
ered and that the question of a more adequate re- 
turn to the doctor for services rendered is under 
advisement. 

In a paper such as this it is impossible to go into 
much detail. I can assure you that the system as it 
operates in Great Britain is most complicated, and 
probably not adapted to conditions here. Take for 
instance their administration of cash benefits. 
When the act was passed, it was decided to make 
use of the already existing Benefit Societies, or at 
least those of them that were sound, and willing to 
be taken over as part of the scheme. These societies 
that continue to exist are spoken of as “approved 
societies.” About a third of the total contributions 
is turned over to the approved societies to be doled 
out as cash to the insured persons unable to work. 
A weak link in the chain lies in the fact that a cer- 
tificate of disability must be issued by the panel 
doctor in attendance, and he, being only human, is 
perhaps too prone at times to let his sympathy out- 
weigh his sound judgment in declaring his patient 
unfit for work. At any rate, many of the differences 
of opinion that arise do arise right there and the 
panel doctors as a class would like to be relieved of 
this part of their job. A patient, once given a cer- 
tificate of disability, is allowed, after the fourth day, 
15 shillings a week if a man; 12 shillings if an un- 
married female; and only 10 shillings if married. 
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This cash benefit continues for 26 weeks. If at the 
end of that time, the patient is not able to resume 
his occupation, he goes on to the weekly disable- 
ment benefit which amounts to just half the dis- 
ability benefit. This disablement benefit continues 
until recovery, death, or until the age of 65 when 
the patient is automatically transferred to the old 
age pension. So much for sickness insurance in 
Great Britain. I realize fully that my presentation 
is woefully lacking in many particulars, but what | 
have said gives a rough outline of the National 
Insurance Act as in force there. 

In Denmark, before 1892 when a nationally or- 
ganized system of sickness insurance came into 
effect, about 100,000 of the population were mem- 
bers of privately organized benefit societies. These 
are still recognized and aided by the State, provided 
they subscribe to certain regulations. The system of 
insurance as originally established in 1892 was en- 
tirely voluntary. In 1931 nearly 50% of the entire 
adult population were members of sickness insur- 
ance societies. No merely voluntary insurance 
scheme had worked so well in any other country. 
Membership was given to persons of limited in- 
come, but this limit varied in different localities, as, 
for instance, in the rural districts where the limit 
was much lower than in Copenhagen. Wives were 
not insured because of their husband’s membership 
but dependent children under 15 years of age were. 
Contributions that insured persons made varied 
from year to year and even in different places. In 
1931 the average contribution was about $5.12 per 
year. The employers made no contributions. The 
State, however, contributed about one-fourth of 
the total amount. 

In Denmark, it is enough to say that medical 
benefit is ample and includes not only medical care, 
but maternity benefit, hospitalization and the care 
of specialists. Cash benefits, on the other hand, are 
very small. The legal minimum is from 11 to 13 
cents a day with a maximum of $1.61. Twenty-six 
weeks, in any one year, is the limit. Cash benefits 
also include three-fourths of the cost of medicines. 
Outside Copenhagen, all doctors in good standing 
who express their willingness may take care of in- 
sured persons. There the insured have free choice 
of physician. In Copenhagen, on the contrary, the 
physicians are definitely engaged by the Insurance 
Companies but are paid in the same way as physi- 
cians in other districts, viz., according to a definite 
fee schedule or at so much per year for each insured 
person on their lists. 
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In Denmark, nearly all physicians except the spe- 
cialists engage in insurance practice. There has been 
no united opposition to the scheme on the part of 
the organized medical profession and since this in- 
cludes all but a dozen of the Danish doctors, it is 
apparent that the medical profession there is satis- 
fied with the law as it stands. 

In October 1933, certain changes were made in 
the Danish Sickness Insurance Act that changed it 
froma purely voluntary one to what is in substance 
compulsory. Now every Danish citizen, regardless 
of income, is eligible to enter a fund, and every 
citizen must register with one or he must pay con- 
tributions to a so-called “continuation fund” which 
makes him eligible to enter an insurance fund if his 
means fall below the statutory limits. Contributions 
paid by members of the continuation funds are 
small—only $0.54 a year until they reach the age 
of 26, and after that $0.67. It is not necessary to go 
into detail regarding the penalties attached to fail- 
ure to comply with the legal requirements for regis- 
tering. Enough to say that 90% of the population 
over 15 years of age carries sickness insurance. In 
addition there is a complete system of invalidity 
insurance and old age pensions. 

Whether one approves of sickness insurance or 
not, there are several perfectly evident advantages 
that must be acknowledged. In the first place, a 
large class of the population, in England amounting 
to 16,000,000 persons, are provided with much 
more competent medical attention than they ever 
received before and the medical attention so re- 
ceived is paid for. Through this proper medical 
attention, the general level of national health is 
certainly raised and, lastly, a great impetus has 
been given to preventive medicine by the close con- 
tact of the insurance doctor with the class where 
prevention is most necessary. 

In closing, I wish to point out that Health Insur- 
ance is not socialized medicine. It is merely a pool- 
ing of funds, paid by workers or by workers and 
their employers, to be paid back in medical and 
cash benefits in time of sickness. It is operated by 
private practitioners. It preserves the right of the 
patient to choose his own doctor and the right of the 
doctor to accept or reject the patients applying for 
treatment. It gives the large class of low wage earn- 
ers a sense of security in illness they never have had 
before and, lastly, but by no means least from the 
point of view of the medical profession, it is most 
heartily approved by the large majority of the prac- 
titioners in the two nations whose insurance acts 
I have tried to describe. 
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OUR EDUCATIONAL POLICY — 
A CRITIQUE 


A recent venture of the Rhode Island Medical 
Society has been the promotion of a series of pop- 
ular health talks. 

Although this particular phase of our educational 
policy may be of recent origin, the initial attempt to 
foster a better understanding of health matters was 
made by the Society at least a quarter century ago. 
At that time it was generally agreed that the Society 
should appoint a committee to formulate a program 
of public education. The available records contain 
but meagre information concerning the objectives 
and accomplishments of the committee during these 
early years. 


In 1926, the committee decided to institute a 
more intensive program of health propaganda. For 
this purpose the increasingly popular radio was 
employed and a series of health lectures was broad- 
cast throughout the State. Each lecture was briefly 
presented and adhering to the policy of the Society 
the speaker always remained unidentified. The 
value of the radio program was debatable, partic- 
ularly when it became apparent that the time al- 
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lowed for the broadcast was extremely brief, the 
hour of presentation always unsatisfactory, and 
the personal appeal of the speaker entirely lacking. 

The committee of 1935, after considerable de- 
liberation, decided to dispense with the radio pro- 
gram. Instead, a series of informal Sunday after- 
noon health talks was proposed. Reputable physi- 
cians were requested to speak and the lecture was 
broadcast. The advance publicity consisted of a 
placard display and a newspaper advertisement 
which announced the subject to be discussed and 
the name of the speaker. In spite of this apparent 
breach of “ethics” the identification of the speaker 
met with little condemnation. 

Although the attendance during the first series 
of lectures was small, an appreciable degree of en- 
thusiasm was apparent. It was decided to continue 
the “experiment.’”’ The response of the public dur- 
ing the 1936 series was most satisfactory. The lec- 
tures were becoming a success. 


The greatly increased attendance and general 
interest in the project were largely due to more 
liberal publicity. The Providence Journal and Eve- 
ning Bulletin generously published advance notices 
of the meetings, abstracted the lectures, and dis- 
played the speaker’s photograph. The committee 
considered the use of photographs solely for the 
purpose of attracting attention to the meetings and 
not to advertise the individual speakers. 

There can be no doubt as to the merit of the plan 
for it has been estimated that the lectures have been 
attended by approximately 2500 persons. To this 
must be added the inestimable numbers reached 
through the press and radio. 

There is an unquestionable public demand for 
informal meetings of this type. It would be well for 
each county society to establish its own committee 
on education and individually sponsor its program 
of health education. The Providence meetings have 
attracted few, if any, persons from neighboring 
cities and towns. Local physicians have been chiefly 
selected for speakers simply because it is quite im- 
possible for a committee of three to contact all that 
are eligible. If these are to be considered disadvan- 
tages the present system might well be changed. 

Asa result of the successful efforts of the Society 
to promulgate health interest, a number of lay or- 
ganizations and “cult” societies are now sponsoring 
health talks. There is an element of danger in this 
trend as it may well lead to the publicizing of the 
individual. Hence it may be assumed that such pro- 
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grams should be instigated only upon the authority 
and approval of representative medical societies. 

Without properly directed publicity there can be 
little educational propaganda. But there is a nicety 
of balance that must be maintained if we are not 
to defeat its very purpose. 


OUR LIBRARY 


The Rhode Island Medical Society owns a valu- 
able collection of books, stored in fireproof stacks 
and well catalogued. The collection is more remark- 
able in that it has been made with very little help 
from the treasury of the society. Books have been 
secured by gift and by exchange. The Providence 
Medical Association, beside its regular donation to 
the State Society, annually appropriates consider- 
able sums for subscription to periodicals and for 
binding books in the library. The RHopE IsLANpD 
MepicaL JOURNAL provides magazines from its 
extensive list of exchanges. Those who review new 
publications for the JOURNAL uniformly donate the 
volumes reviewed. Unique in this library are the 
Davenport Collection of non-medical works by 
physicians, Dr. Frank E. Peckham’s orthopedic 
collection, and the volumes on public health col- 
lected by Dr. Charles V. Chapin. More recent addi- 
tions are 289 volumes from the library of the late 
Dr. John W. Keefe, a camplete set of the Transac- 
tions of the Rhode Island Medical Society given by 
Dr. Stephen A. Welch, and a copy of “The Edwin 
Smith Surgical Papyrus,” which was purchased 
for the library by Dr. Roland Hammond. This 
work was briefly described in an editorial in the 
January JouRNAL. It may also be consulted at the 
Medical Library. We have here mentioned ex- 
amples of generous interest in the library which 
might well be imitated by other members of the 
Society. 


MEDICAL FACTIONS 


It is said that it is impossible to get a group of 
physicians together unless there is a good collation 
awaiting them. Often when they do meet they spend 
a good deal of time wrangling about petty things. 
Then when the food is served, they become better 
natured —so much so that one wonders if it 
wouldn’t be advisable to serve the food first. Some 
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time ago the writer read a paper in a city which 
perhaps has 1,000 physicians. There were about 
thirty present at the dinner and while the paper 
was being read there were about seventy-five pres- 
ent. The president later pointed out that only his 
friends came and when the next man entered office, 
his group would drop out and another clique enter 
the picture. Medical societies, especially smaller 
ones, are divided into cliques and spend valuable 
time wrangling about details that a child of 16 
would work up. Often the wrangling goes so far 
that the speaker may have to cut out an address he 
had prepared and only touch the high spots. 

There is so much to gain when physicians get 
together. Problems are taken up and solved. One 
should be willing to listen to a paper even if it is 
read by someone not in his own clique. Cliques may 
cause more damage to the profession than we 
realize. Look over these county societies which 
devote so much time to petty things and you will 
find that no one in those localities has ever made a 
single advance in medical science. And they never 
will as long as their minds are concentrated on their 
own petty jealousies. Many of these smaller soci- 
eties need a broader view towards their obligations 
to others. And those obligations are that we must 
at all times try to advance medical knowledge. A fter 
attending some of these meetings one feels that he 
could have profited more by remaining at home, 
reading a good medical journal. 


PAWTUCKET MEDICAL ASSOCIATION 
April Meeting 

The regular meeting of the Pawtucket Medical 
Association was held at the Nurses’ Auditorium of 
the Memorial Hospital on April 15, 1937, and was 
called to order by the President, Dr. E. A. Cormier. 
After the reading of the records of the previous 
meeting, the President, out of respect for the mem- 
ory of the late Dr. Harry A. Manchester, whose 
funeral service was held on this day, requested all 
present to stand in silence for one minute and then 
immediately entertained a motion for adjournment. 
Dr. Manchester was a Past President and Vice 
President of the Pawtucket Medical Association. 
He died on April 12. His funeral was attended on 
April 15. 

Respectfully submitted, 

Tuap. A. M.D., Secretary 
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PROVIDENCE MEDICAL ASSOCIATION 


Minutes of the April Meeting 

The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. Peter Pineo Chase, on Monday, 
April 5, 1937, at 8:35 P. M. The minutes of the 
last meeting were read and accepted. 

The Secretary read a letter from Dr. N. J. 
Strauss announcing the Clinical Congress of the 
Connecticut State Medical Society to be held on 
September 21, 22 and 23, 1937. 

The President read a letter from the Providence 
District Nursing Association in which it was sug- 
gested that he appoint a member of the Providence 
Medical Association to serve on the Board of Gov- 
ernors of the District Nursing Association as a 
representative of the Providence Medical Associa- 
tion. It was voted that the President be empowered 
to appoint a representative. 

Their applications having been approved by the 
Standing Committee, the following were elected to 


membership : 
Frederick Charles Hanson 


Harold Wesley Williams 

Dr. Edward F. Burke read an obituary of the 
late Dr. J. Edward McCabe. It was voted to spread 
this on the records and to send a copy to the family. 

The President read a letter from the Bureau of 
the Handicapped in which it was suggested that he 
appoint an Advisory Committee to act with and 
advise the Bureau of the Handicapped. It was voted 
that the President be empowered to appoint such a 
committee. 

The President announced that he had appointed 
Dr. William P. Davis, Treasurer of the Providence 
Medical Association, to complete the unexpired 
tern of the late Dr. Charles F. Deacon. 

The President then reminded the Association 
that Dr. Charles H. Leonard had been elected 
President of the Providence Medical Association 
48 years ago, at which time there were but 25 mem- 
bers and annual expenses of $300.00. The Presi- 
dent announced that he would write a letter to Dr. 
Leonard extending to him the greetings of the 
Association. Dr. John M. Peters stated that he was 
present at the meeting in which Dr. Leonard was 
elected President, and he gave interesting and 
amusing reminiscences of that meeting. 

The first paper of the evening was read by Dr. 
Cecil C. Dustin and was entitled “Brucella Infec- 
tions in Man.” The paper was discussed by Drs. 
Wellman, Bates, and Chafee. 
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Dr. Joseph L. Belliotti read an obituary of the 
late Dr. Frank J. Jones, and Dr. George S. Math- 
ews read an obituary of the late Dr. Charles F. 
Deacon. It was voted that these be spread on the 
records and copies be sent to the families. 

The second paper of the evening was read by Dr. 
Herman Pitts and was entitled “Review of Sick- 
ness Insurance in Foreign Countries.” The paper 
was discussed by Drs. Kiene, Wells and George 
Mathews. 

The meeting adjourned at 10 P. M. Attendance 
102. Collation was served. 

Respectfully submitted, 
HERMAN A. Lawson, M.D., Secretary 


OBITUARY 
DR. JOHN GEORGE O’MEARA 


Dr. John George O’Meara passed away on 
November 22, 1936, at St. Joseph’s Hospital, after 
a long illness. He was born in Valley Falls, Rhode 
Island, on July 4, 1868, and educated in the public 
schools of that town, later attending Bryant and 
Stratton Business College, Philips Exeter Academy 
and the Collegiate Department of Ottawa Univer- 
sity. He studied medicine at the University of 
Pennsylvania Medical School, receiving his degree 
in 1899, After serving an interneship at St. Mary’s 
Hospital, Philadelphia, he began private practice 
in this city in 1901. He was married to Dr. Cath- 
erine Elizabeth McGovern in 1905. Dr. O’Meara 
always maintained a lively interest in civic affairs— 
elected and served as a member of the Rhode Island 
House of Representatives from 1914 to 1918. He 
was a member of St. Joseph’s and the Homeopathic 
Hospitals, the American Medical and Providence 
Medical Associations, and the Rhode Island 
and Massachusetts State Medical Societies. Dr. 
O'Meara possessed a genial disposition and was a 
truly ethical physician, carrying out to the fullest 
extent the precepts of its teachings. He was 
respected by all and loved by many—thoughtful 
and devout. He is survived by his wife, Dr. C. 
Elizabeth O’Meara, and three daughters, Mrs. 
George S. Wattendorf of Newton, Massachusetts, 
and the Misses Catherine and Ellen O’Meara of 
this city. 

Cuares H. Gannon, M.D. 
RicHarp F. McCoart, M.D. 
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THE 
PROVIDENCE TUBERCULOSIS LEAGUE, 
The Lakeside Home 


and 
Mary Murray Preventorium 


1936 Annual Report 


Joun I. Pinckney, M.D. 
100 NortH MAIN STREET, PRrovipENCE, R. I. 


In tuberculosis work we are confronted with an 
ever changing picture. Appraisal of our activity is 
a continued obligation. Periodic surveys by experts 
outside our own ranks are highly desirable, pro- 
vided the work be examined against the background 
of the local health picture. During the past six years 
we have had three such surveys and much valuable 
information has been derived therefrom. Some of 
the recommendations have been idealistic; others, 
entirely practical, and wherever they have fitted 
into our local picture, an earnest endeavor has been 
made to carry them out, but the factors are continu- 
ally changing. Yearly appraisals are therefore nec- 
essary if we are to make our maximum contribution 
to the community in its plan for the ultimate con- 
trol of tuberculosis. Since we cannot afford a well 
trained statistician to point out our short-comings, 
experience has shown that the next best means of 
appraising our work is by carefully filling in each 
year the American Public Health Appraisal Form. 
The answers obtained are our guide posts in shap- 
ing our program for the coming year. 

While the general death rate has declined through 
succeeding years, the rate for the specific age group 
from fifteen to twenty-five, particularly among fe- 
males, has remained relatively high. In Providence 
in 1928 this group accounted for 41 or 20% of the 
total deaths from tuberculosis. During the eight 
years that have elapsed an effert has been made to 
reach as many as possible in this age group with the 
result that the death rate has been reduced by 59%, 
and because of the increased numbers handled more 
new cases have been found, +1% of whom this year 
were in the early stages of the disease. These two 
facts argue well for a still lower rate next year. 

The deaths in Providence this year, when com- 
pared with those of 1928, show that the peak of the 
death rate has shifted from the twenty to twenty- 
four year group in 1928 to the forty-five to forty- 
nine year group this year. Other obvious lines of 
attack are clearly pointed out in the death returns 
of the past few years. Among occupations showing 
a high incidence in tuberculosis in males are manu- 
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facturing and mechanical industries and domestic 
service and among females, in domestic service and 
trades. Among the racial groups, Irish and natives 
of the Cape Verde Islands present their problem. 
Ways and means must be found to reach still larger 
numbers in these groups. 

For a number of years we have tried to interest 
employers in having a higher percentage of their 
people examined, but up to the present time the 
employer could not see any real advantage to him- 
self in taking on this added responsibility. The 
employee was also reluctant, being fearful of losing 
his job. With passage of the Security Act embrac- 
ing industrial hygiene, under which there are listed 
thirty-eight occupational diseases for which the 
employer may become liable, it is now not only 
desirable, but necessary for his own protection, to 
have pre-employment examinations including an 
X-Ray of all applicants. 

The State Board of Health has recently issued a 
new and excellent ordinance which provides for 
employees handling food and beverages a desig- 
nating button, if their yearly compulsory examina- 
tion includes a Wasserman and an X-Ray of the 
chest. These two new features should uncover many 
heretofore unsuspected cases of tuberculosis. It is 
our hope that we may participate in this work toa 
considerable extent, as it is among these groups 
that the highest death rate occurs and the incidence 
of the disease is at its peak. 

The fundamental principle underlying the con- 
trol of tuberculosis is the finding of cases and find- 
ing them early: from the patient’s standpoint early 
discovery, when in most instances he may readily 
be restored to health at a minimum of expense and 
time lost ; from the public’s standpoint, before there 
has been a chance for the sufferer to become a 
spreader of infection to others, when the cost of 
restoring him to health is great and the result 
uncertain. 

When tuberculosis is finally mastered, the pri- 
vate physician rather than any agency or group 
of agencies will be the chief factor in sealing its 
doom. In developing the work here in Providence, 
I have kept this thought continually in mind, 
although in the early years it was most discourag- 
ing to find that less than five-tenths of one per cent 
of the new cases of tuberculosis found in the clinic 
came through the private physician. This year it is 
most gratifying to find that out of the 277 new 
pulmonary cases found in the clinic, private physi- 
cians accounted for 169, or 61%. 
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The public is not yet alive to the fact that tuber- 
culosis can lurk in a strong young body for months 
without a telltale symptom. Quietly the disease 
spreads and the first warning one may have of its 
presence is a hemorrhage from the lung. It may 
only hint at its presence by a cough that hangs on, 
by loss of weight, indigestion, or unexplained 
fatigue ; but by this time serious damage has been 
done. Few people ever dream of consulting their 
physician until they are ill. It is not surprising to 
find that in over 80% of patients referred by the 
physicians the disease was moderately or far ad- 
vanced at the time of their first visit. 

Since the physician is the most fruitful source of 
new cases reported he should be encouraged in 
seeking cases among contacts and other susceptible 
groups by tuberculin skin testing and X-Raying of 


the positive reactor. Much of this service has not 


been done because the service could not be paid for ; 
yet if carried out to any considerable extent would 
result in many early cases being found before they 
become a menace to others. It would be a sound 
economic policy to reimburse the physician for this 
work from public funds. 

The attendance at the tuberculosis clinic by old 
and new patients for the year totalled 21,883 com- 
pared with 19,998 in 1935, an increase of 1,885 
or 9.5%. During the year 4,786 new patients were 
admitted to the clinic and 4,012 readmitted, totalling 
8,798 persons, 1,035 or 13% more than last year. 
This number represents one in every twenty-nine 
individuals in Providence. The ratio of clinic visits 
to individuals seen, 2.5, is below the standard of 
3 visits per individual set in the American Public 
Health Association Appraisal Form, but the char- 
acter of our work, handling as we do large numbers 
through physicians, department of public aid, 
schools, and colleges, many 0° whom are seen only 
once, pull our average down. Among the 8,798 
individuals seen, 2,643 gave a history of exposure 
to tuberculosis. 4,452 were given the tuberculin 
skin test and of this number 34% reacted positively. 
Separating the clinics from the school children 
tested, who represent a fair cross-section of the 
city, the percentage of those who reacted this year, 
26.5, is 4.2% higher than among similar groups 
tested in 1935. This increase probably reflects the 
sharp rise in the death rate during 1935. During 
this year 5,952 X-Rays were taken as against 5,182 
last year, or an increase of 770. Among the high 
school students a higher percentage showed evi- 
dence of calcium deposits either in the lung or in 
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the glands at the root of the lungs, than from any 
similar group. 

This increase in the number infected makes it 
imperative that we develop a better follow-up sys- 
tem for these young people if we would prevent the 
more serious pulmonary form of the disease ten or 
fifteen years hence. The freshman class at Brown 
was X-Rayed again this year. A different practice 
was employed at Pembroke, the students being first 
tuberculin tested and only the positive reactors 
X-Rayed. 

In the pneumothorax clinic at the Charles V. 
Chapin Hospital 2,376 refills were given. Dr. 
Zambarano of our staff, who has charge of this 
clinic, has been voluntarily assisted by Dr. 
J. Murray Beardsley, Dr. Harvey Wellman, Dr. 
John Ham, Dr. John Capobianco, Dr. Frank A. 
Merlino, and the resident staff. Medical ethics does 
not permit these men and hundreds of others who 
serve the community daily in our hospitals and 
clinics without compensation, to advertise their 
many good deeds. Some of us fully appreciate this 
volunteer work but the public as a whole takes it as 
a matter of course. ; 

The number of deaths from all forms of tuber- 
culosis in the city of Providence in 1936 was 114, 
including 9 non-residents. In addition there were 
47 Providence residents who died elsewhere, mak- 
ing our corrected death rate for the year 60 per 
100,000 as against 63.5 per 100,000 in 1935. 

At Lakeside, operating on a curtailed budget 
which limits the average number of children that 
can be cared for to 35, the daily per capita cost for 
the year, including maintenance and all repairs and 
improvements, was $1.43. The 1935 average cost of 
all preventoria in the country was $1.50 per day. 
Because of the limited number of children who can 
be cared for, greater care has been exercised in 
their selection that those most in need of this type 
of treatment might be provided for. 134 children 
were admitted during the year and 125 were dis- 
charged. The largest daily attendance was 53, the 
smallest 26 and the average 35.5. The average 
length of stay was 80.5 days. The total number of 
days’ care given was 12,951. 

In the dental department conducted by Dr. 
Walter C. Robertson, who visits Lakeside once a 
week, an effort has been made to clean, treat, fill 
and extract teeth of all those children in need of 
dental care. 

It has been most interesting to watch during the 
past two years the effect of a low starch diet. While 
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the average gain in weight has not been as great as 
formerly, most of the children have held their 
weight after discharge and many have continued to 
gain without interruption, whereas with a high 
starch diet this was the exception rather than the 
rule. 

The Lakeside Committee, under the chairman- 
ship of Mr. William J. Reed, has been active 
throughout the year. It was our privilege during 
July and August to provide a building, formerly 
used for summer outing work, to house fifty chil- 
dren under the care of the Rhode Island Infantile 
Paralysis Foundation and to furnish meals at cost 
from our kitchen. That the plan worked out admi- 
rably is evidenced by the fact that both organiza- 
tions are willing and anxious to repeat again this 
year. In spite of the 1936 survey report condemn- 
ing the practice of carrying on different types of 
work at Lakeside, this experience furnishes one 
more proof of our contention that it is possible to 
do so ina satisfactory manner without conflict. 


RECENT EVENTS 


Dr. Edgar B. Smith, for many years the highly 
esteemed Dean of the Rhode Island medical profes- 
sion, died in his eighty-fourth year while on a visit 
to Orlando, Florida. On the evening of April 9 he 
retired in his usual cheerful spirits and. quietly 
passed away as he slept. The funeral was held at 
the First Congregational Church in Providence at 
noon on April 14. The service was conducted by a 
lifelong friend, the Reverend Augustus M. Lord. 
The bearers were Drs. Frank T. Fulton, Murray 
S. Danforth, Halsey DeWolf, Albert H. Miller, 
Herman C. Pitts and George L. Shattuck. The 
ushers were Drs. Emery M. Porter, Robert R. 
Baldridge, Albert A. Barrows, Alex. M. Burgess, 
Adolph W. Eckstein, Nathaniel H. Gifford, Guy 
W. Wells, and Mr. Wallace D. Kenyon. Interment 
was at the family lot in North Burial Ground. 

March 28.—Although it was a pleasant Easter 
afternoon, a large audience attended the final pop- 
ular lecture at the auditorium of the Medical Li- 
brary. Dr. David R. Brodsky presented the modern 
accomplishment of painless childbirth through the 
use of barbituric acid derivatives. Dr. Alfred L. 
Potter described the conduct of maternity cases in 
Providence. He gave well merited praise to the 
work at the Providence Lying-In Hospital, where 
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the mortality rate is less than half that in the cor))- 
munity as a whole. 

April 8.—The regular monthly meeting of the 
Staff Association of St. Joseph’s Hospital was held 
in the Nurses’ Auditorium on Peace Street at 12 
noon. Dr. Torr W. Harmer of the Department of 
Surgery of the Massachusetts General Hospital 
read a paper on “Infections, Injuries, Reconstruc- 
tion of the Hand.” Collation was served at 1 P.M. 

April 9.—Dr. George W. Waterman entertained 
the William W. Keen Medical Club. Dr. Francis B. 
Sargent read a paper on “Treatment of Accessory 
Sinusitis.” 

April 13.—Dr. Charles W. Higgins entertained 
the Amos Throop Medical Club. Dr. John S. Dziob, 
Resident at the Jane Brown Memorial, read a paper 
on “Diabetes.” On a historical background he 
sketched the remarkable advances which have been 
made in treatment of the disease. 

April 16.—At the regular monthly meeting of the 
Friday Night Medical Club, Dr. Frank T. Fulton 
read a carefully prepared paper on “Digitalis.” Dr. 
G. Alder Blumer dwelt on the high privilege of 
intimate association with the late Dr. Edgar B. 
Smith, which the members of the club had enjoyed 
through many years. By his death the Friday Night 
Club and the community suffer an.irreparable loss. 

April 20.—At the regular monthly meeting of 
the General Staff of the Homeopathic Hospital of 
Rhode Island, at 12:30 P. M., Dr. Wesley Spink 
gave the fifth of the present series of lectures. His 
subject was “Arthritis.” Luncheon followed. 

April 27 —At the meeting of the Malpighi Medi- 
cal Club Dr. Francesco Ronchese gave an interest- 
ing lantern demonstration of “Some Common Skin 
Conditions.” 

April 28.—At the regular monthly meeting of 
the Jacobi Medical Club, held at the Miriam Hospi- 
tal Annex, Dr. Sidney H. Weiner of the Boston 
Children’s Hospital spoke on “Allergy in Children.” 

April 29—The Rhode Island Medico-Legal 
Society held a regular quarterly meeting at the 
Medical Library Building, at 5 P. M. Sergeant 
Charles R. Blake, Scientific Investigator, Division 

of Rhode Island State Police, spoke on the subject 
‘New Processes in Acquiring Scientific Evidence.” 
Following adjournment, a light supper was served. 
This Society merits an increased membership anda 
larger attendance at its sessions. The President is 
Sigmund W. Fischer, Jr., Esq.; the Secretary, 
Dr. Jacob S. Kelley. 
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Rhode Island Hospital 


CALENDAR FOR May, 1937 
Tuesday, May 4 
7:30 P. M. Internes’ Pathologic Conference 
Thursday, May 6 
8:30 P. M. Gynecological Staff Meeting 
Friday, May 7 
7:30 P. M. Urological Staff Meeting 
8:30 P. M. Surgical Staff Meeting. 
Tuesday, May 11 
12:00 Noon Clinical-Pathologic Conference 
Friday, May 14 
11:00 A. M. Pediatric Grand Rounds 
Tuesday, May 18 
7:30 P. M. Internes’ Pathologic Conference 
Tuesday, May 25 
12:00 Noon Clinical-Pathologic Conference 
Friday, May 28 
11:00 A. M. Pediatric Grand Rounds 
Mondays and Tuesdays, 10:30 A. M. 
Surgical Grand Rounds and Round Table; 
first and second divisions alternate 
Wednesdays 
10:00 A. M. Tumor Clinic 
12:00 Noon Skin Clinic (Peters House) 
Thursdays 
9:00 A. M. Orthopedic Grand Rounds 
12:00 Noon Thoracic Clinic (Basal Metabo- 
lism Room) 
Fridays 
11:00 A. M. Fracture Rounds 
11:30 A. M. Heart Conference. 
Saturdays 
10:00 A. M. Medical Conference (Peters 
House) 


Dr. Fred Woodward Lewis of Yale University, 
1933, and Tufts Medical, 1937, started internship 
at the Rhode Island Hospital April 15th, 1937. Dr. 
Lewis’ home is in Stoneham, Mass. 

The marriage of Dr. Ira H. Noyes to Miss Alice 
Bowlby took place on April 3rd, 1937, at Wickford, 
R. I. Mrs. Noyes is a graduate of the Rhode Island 
Hospital School for Nurses. Dr. and Mrs. Noyes 
are living at 242 President Avenue. 

Dr. Frederick A. Webster, who has been Night 
Superintendent at the Rhode Island Hospital from 
October, 1936, to April Ist, 1937, was married 
April 3rd, 1937, to Miss Charlotte Straw Howard. 
Mrs. Webster is a graduate of Vassar College and 
Katherine Gibbs School in Boston, Mass. Dr. and 
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Mrs. Webster have taken up residence at 298 
Pleasant Street, Rumford, R. I. Previous to be- 
coming Night Superintendent, Dr. Webster was 
on the teaching staff at Tufts Medical and at the 
same time was associated with the Boston Dis- 
pensory. 

Dr. Luther McDougal, son of Dr. McDougal of 
Boonville, Mississippi, started internship at the 
Lying-In Hospital April Ist, 1937. Dr. McDougal 
interned at the R. I. H. from March 1935 to March 
1937. He is a graduate of the University of Mis- 
sissippi and Vanderbilt Medical College, Nashville, 
Tenn. Previous to coming to the R. I. H., Dr. 
McDougal interned at Vanderbilt Hospital in 
Nashville, and at the Babies’ Hospital in New 
York. While an intern at the R. 1. H., Dr. Me- 
Dougal was married to Miss Dorothy Atkinson, a 
graduate of the R. I. H. School for Nurses. A 
daughter was born to them during his term of 
internship. 

Dr. Lee George Sannella, son of Rev. Frank San- 
nella, Brown University 1930, and Boston Univer- 
sity Medical School 1934, whose internship of 
two years terminated at the R. I. H. April 1st, 1937, 
became Night Superintendent at the R. I. H. on 
that date. 

Dr. Charles Hanson has opened an office at 162 
Angell Street for the practice of eye, ear, nose and 
throat work. 

Dr. Lawrence Martineau of the R. I. H. X-ray 
Department and Miss Renier Fisher were married 
the morning of April 15th at Attleboro, Mass., and 
have taken up residence at 576 Willet Avenue, East 
Providence. Mrs. Martineau is a graduate of the 
R. I. H. School for Nurses. 


Woonsocket Hospital 


The regular monthly meeting of the Staff of the 
Woonsocket Hospital was held on March 8. Gen- 
eral recommendations were made for improvement 
of both the professional and clinical work of the 
hospital. Drs. Walter C. Rocheleau and Henri FE. 
Gauthier discussed extra-uterine pregnancy from 
the diagnostic point of view and illustrated their 
conception with a case history A short analysis of 
the differential points in the diagnosis of ruptured 
appendix with general peritonitis, simulating 
pneumonia, was presented by Dr. Gauthier. 

The monthly clinical conference was held at the 
Woonsocket Hospital on March 22, with Dr. 
Thomas J. Lalor presiding. Dr. Auray Fontaine 
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presented a case of diabetes with complicating 
psychoneurosis. The discussion was opened by Dr. 
Joseph W. Reilly. The second case, one of sarcoma 
of the periosteum at the upper end of the tibia, was 
presented by Dr. Cyril Israel. The insidious onset 
was stressed in the discussion by Drs. Francis J. 
King and Victor H. Monti. 


Minutes of the Caduceus Club 

The monthly meeting of the Caduceus Club was 
held at the To Kalon Club on April 12. The meeting 
was called to order by President Mara. The recom- 
mendations concerning the School Health Depart- 
ment, tabled from the last meeting, were considered 
for final action. There was considerable discussion 
of the ten original points by Drs. Vandale, Sprague, 
Krolicki, Trainor and Henry, following which it 
was voted that the following nine recommendations 
be accepted : 

(1) A recognized standard course in first aid to 
be taken by selected school personnel. 

(2) Elimination of group pre-school examina- 
tions in favor of a complete physical examination 
by the family physician, but modified to permit the 
examination of children without fee in the event 
parents are unable to pay. 

(3) Examination of vision and hearing to be 
done according to the State Law. 

(4) Elimination of treatment of pupils by school 
teachers except in emergencies requiring first aid. 

(5) Cases of illness or injury among pupils to 
be handled by family physicians.. 

(6) Evolution of some method of checking 
absentees to determine whether they are suffering 
from contagious disease. 

(7) Placing of school nurses under the direction 
of school physicians, the nurses to act on order of 
the physicians and not on order of the school 
officials, 

(8) Full authority for school physicians to 
decide whether or not a child should be accepted for 
the open air school. 

(9) Standard first aid equipment for each 
school, such equipment to be used under the super- 
vision of the school physicians. 

On motion by Dr. Krolicki, it was voted that 
these recommendations be accepted and that a copy 
of the same be forwarded to the Superintendent of 
Health, to be released through his office. 


May, 1937 


It was voted that Drs. J. H. Gordon and M., \y. 

Paydos be elected to regular membership in the club. 

Following a collation, the meeting was adjourned. 
Respectfully submitted, 


GeorcE B. McCLe.ian, M.D., 
Secretary. 


The third annual meeting of the American 
Neisserian Medical Society will be held on June 8, 
in The Senator, Atlantic City. The program will 
consist of papers and discussions of the various 
phases of the management and control of gonor- 
rhea. All who are interested are cordially invited 
to be present. The meeting will begin promptly at 
10:00 A. M. and will continue through the day. 


The American Medical Golfing Association will 
hold its twenty-third annual tournament at Seaview 
Country Club, Atlantic City, N. J., on Monday, 
June 7. Thirty-six holes of golf will be played in 
competition for seventy trophies and prizes in nine 
events. All male Fellows of the American Medical 
Association are eligible and cordially invited to 
become members of the A.M.G.A. Write the 
Executive Secretary, Bill Burns, 2020 Olds Tower, 
Lansing, Michigan, for an application blank. 


BOOK REVIEW 


MartertA Mepica, Toxicology AND PHARMACOGNOSY. 
By William Mansfield, A.M., Phar.D., Dean and Pro- 
fessor of Materia Medica and Toxicology, Union 
University, Albany College of Pharmacy, Albany, 
N. Y. pp. 707 with 202 illustrations. Cloth, $6.75. 
St. Louis, The C. V. Mosby Company, 1937. 


This book is remarkable for the complete and detailed 
descriptions of each individual drug in the crude form, with 
accompanying full page illustrations, which together occupy 
about 506 of the book’s 700 pages. As a reference book for 
those interested in the origin of a particular drug, and for 
pharmacists, this section should prove of distinct value, 
although the lack of any but the most general information 
regarding the therapeutic action of these drugs will prevent 
its wider use by physicians. Probably of more practical 
value to them is the section on toxicology, occupying a 
little over 100 pages, which gives in condensed form the 
symptoms and treatment of all types of poisoning. Perhaps 
due to the limited space available descriptions of the morbid 
anatomy and physiology are not included, and no mention is 
made of some of the newer developments in this field—such 
as the dangers of “de-leading” in children, or the treatment 
of mercury poisoning with sodium formaldehyde sulphoxa- 
late. The final section is made up of a table of dosages. The 
book should find its greatest usefulness as a text book for 
students of pharmacy. 


Morcan Cutts, M.D. 
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